Although superficially they have much in common, health and social policy in the United States and England differ greatly. England provides universal health coverage; notwithstanding the achievements of the Affordable Care Act, the United States does not. England has retained strong social safety nets. Welfare in the United States is much less generous and, although those reaching 65 years can look forward to a range of benefits, support for the young is much less generous. But what do these differences mean for the health of those living in each country? Makaroun and colleagues 1 ask this question in the accompanying article.
Second, although we already know that wealth inequalities have an impact on health, by showing similar health inequalities in quite different social and health care system contexts, this study adds considerably to what we already know about why wealth impacts health. Unsurprisingly, ownership of assets, especially those such as property that can generate unearned income, can insulate individuals against economic shocks. Yet this is only part of the story. Even without the prospect of unearned income, assets can be protective. A European study 5 found that those facing problems paying rent experienced worsening health while those facing similar problems paying mortgages on properties they owned did not. And simply knowing that the value of one's assets has increased may benefit health. A British study 6 found that home owners whose property increased in value during a property boom experienced better health and fewer chronic conditions than those whose property did not, findings attributed to resulting lower work intensity and healthier leisure choices.
Third, the empirical evidence presented here strengthens the case for policies on health inequalities that address the unequal distribution of wealth. These can be justified as a matter of fairness. Many of the most wealthy have become so not by their own efforts but by the play of chance, for example by owning assets in the right place at the right time or by inheriting wealth from family members.
Fourth, they confirm that, as with income and education, health varies over the entire range of wealth. This strengthens the case against welfare policies that only target the very poor rather than those that seek to help everyone while doing most for those lower down the wealth scale. This approach is termed progressive universalism and has the added benefit of convincing the middle classes that, although they may pay for the poor through their taxes, they also get something back. This reduces the tendency to view welfare as "us" paying for "them," which tends to undermine solidarity, especially when many of the recipients are identifiably different, for example because of skin color or dress.
Fifth, the finding that inequalities are similar in each country, despite their very different health and social systems, is very important. As noted by the authors, reaching age 65 years is a major milestone for Americans. An earlier comparison of the United States and England demonstrated how important it is for health outcomes, showing how death rates from many chronic disorders among Americans younger than 65 years were much higher than in England, but the gap narrowed after that age. In contrast, in England cancer survival declined at older ages, thought to reflect implicit age rationing in a cash limited system. 7 In contrast, it remains high even at old age in the United States. The study by Makaroun and colleagues 1 suggests that, despite these different systems, the impact on in- equalities in death and disability differ little, but the authors were unable to examine causes of death so it is possible that there could be differences in outcomes from particular conditions, as in the earlier study. 7 It is also important to reflect on the major contribution that this study makes. It is one of the few to have examined inequalities in wealth and almost none have attempted international comparisons. This may seem surprising, given the now very extensive volume of research showing how the circumstances in which people are born, and in which they live, learn, and work have profound influences on their health. However, there is one very good reason why there are so few studies of wealth-related inequalities. Quite simply, it is ex-tremely difficult to obtain comparable data. That requires detailed questioning about matters that may be extremely sensitive. There may also be considerable challenges in valuing assets, such as homes, agricultural land, and pensions, with the figures varying over time, often for seemingly unrelated reasons. There are also challenges in reaching the very rich in surveys, a problem because of the highly skewed distribution of wealth. Finally, because wealth is often shared by all measures of a household or even extended family, there are questions about how to allocate wealth to individuals or to define units of analysis. Makaroun and colleagues 1 were not able to overcome all these challenges, but they have gone far beyond earlier attempts and deserve congratulations for doing so.
